This is a critical abstract of an economic evaluation that meets the criteria for inclusion on NHS EED. Each abstract contains a brief summary of the methods, the results and conclusions followed by a detailed critical assessment on the reliability of the study and the conclusions drawn.
Cost data:
The economic analysis included the costs of hospital stay, visits to health care professionals (specialists, GP, physical therapy, paramedics, and alternative health care), home care, paid domestic help, informal care, drugs and aids (for example, crutches), out of pocket expenses as a result of the hernia (for example, swimming), and hours of absenteeism from work. The resource use data were derived from diaries kept by the patients. The hospital costs were derived from diagnosis and treatment prices for disc surgery in 75 centres. Other health care costs were based on Dutch standard prices. The costs of absenteeism were valued using the human capital method. The unit costs and quantities of resources used were presented separately for all items. All costs were in Euros (EUR) and the price year was 2008. Missing data were estimated using a multiple imputing approach.
Analysis of uncertainty:
The issue of uncertainty was addressed by calculating a confidence interval (CI) around the differences in total costs and benefits. Acceptability curves were also presented. Furthermore, the use of three methods to derive the utility valuations and two different economic perspectives varied the sources and the types of relevant data.
Results
Over one year, the difference in QALYs favoured the early surgery group and was 0.044 (95% CI: 0.005, 0.083) using the UK EQ-5D; 0.032 (95% CI: 0.005, 0.059) using the US EQ-5D; 0.024 (95% CI: 0.003, 0.046) using the SF-6D; and 0.032 (95% CI: −0.003, 0.066) using the visual analogue scale.
From the perspective of the health care system, the costs were higher in the early surgery group, and the cost difference was EUR 1,819 (95% CI: 842, 2,790). From the societal perspective, the cost difference was EUR -12 (95% CI: -4,029, 4,006), as the higher costs due to surgery were totally offset by the reduction in productivity losses associated with a faster recovery.
When using the UK EQ-5D, the probability that the incremental cost per QALY gained with early surgery was below the threshold of EUR 40,000 was 76% from the societal perspective. Slightly worse findings were achieved with the other utility measures. From the perspective of the health care system, the incremental cost per QALY gained with early surgery was EUR 41,000 (95% CI: 14,000, 430,000) when using the UK EQ-5D and EUR 57,000 (95% CI: 19,000, 436,000) using the US EQ-5D.
